Blunt cerebrovascular injuries are rare but potentially devastating injuries, particularly if diagnosis is delayed (3) . Digital subtraction angiography (DSA) has traditionally been accepted as the standard reference for evaluating carotid and vertebral arteries, but noninvasive imaging tests are preferred for screening for blunt cerebrovascular injuries, since DSA is invasive, expensive, time consuming, and involves a small but definitive risk of embolic and other complications. Nowadays, it is more difficult to justify screening with DSA, especially in asymptomatic patients. The introduction of multidetector-row computed tomography angiography (MDCTA) has revolutionized the initial management of multiple-injury patients. In two recent reports in which 16-slice MDCTA was used, the incidence of carotid or vertebral injuries was approximately 5.5% among 766 screened patients. This was significantly increased compared with the four-slice era. In both studies, no patients with negative CTA were subsequently identified as having or having developed neurological symptoms attributable to missed diagnosis (1, 2) . The negative predictive value has therefore proven to be high, and the results advocate liberal screening for cerebrovascular injuries in trauma patients.
In this issue of Acta Radiologica, BORISCH et al. Eighty-seven trauma patients underwent wholebody CT scan in a 16-detector-row scanner, including MDCTA, with a reconstructed axial slice thickness of 3 mm. Contrast dose was 150 ml iohexol (300 mg/ml), injected using a power injector at a flow rate of 2.5 ml/s and flushed with 20 ml saline. They used a fixed delay of 50 s. Contrast density was rated good or sufficient in 99.8%, and 67.3% of vessel segments were free of artifacts. Of those with artifacts, 27.9% showed minor artifacts not impairing diagnostic evaluation. Clinically relevant artifacts obscuring vessel segments occurred in 4.7% and were mostly caused by dental hardware. Four dissections of the internal carotid artery were diagnosed by all three readers. The results of this study show that, as a rapid screening test for blunt carotid artery injury, integration of MDCTA in the routine imaging workup of trauma patients utilizing a whole-body CT trauma scan is possible and practicable. Image quality is hampered by dental hardware only in a few cases. Until now there has been a limited amount of information about the strengths and weaknesses of MDCTA in the diagnosis of blunt cerebrovascular injuries. Although the MDCTA technique used in this study is not state of the art, the results are encouraging and the article is recommended reading. Using a modern 64-row MDCTA, individualized contrast injection, and thinner slice reconstruction, the overall image quality would improve further.
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